of the dying patient. As the hospice movement gained momentum, alliances were developed between Robe,-t E. Enck MD, hospitals and advocates to develop inpatient units. Hospice demonstrationgrants abounded, publicity Medical Director, for hospice soared, and every community "had to have a hospice." Overnight dying persons were not patients of their doctors, but were participants in hospices which directed all aspects of their care. The enepoo~a~~p hysicianwas no longer in control, but remained legally responsible for his/her patient care. Turfbattles were common.
To furtherconfuse these issues, Congress, in response to intense lobbying from hospice advocates, debated the enactment of a hospice Medicare benefitin 1982. Organized medicine opposed this proposed legislation on the grounds that it was not proven to be less costly than conventional care and that predicting a six month survival was tenuous atbest. These objections notwithstanding, the legislation was passed by Congress and the Medicare hospice benefit program was started in 1983. Weary from fighting an unpopular battle, medicine chose the ostrich approach, that is, sticking its head in the sand and hoping that hospice would go away.
As the 1980s progressed, hospice continued to hover outside the manstream ofmedicine with a general lack of physician understanding and appreciation of the benefits of hospice. The GAO identification, in the late 1980s, that the six month survival prognostication was a major impediment to patient participation in the hospice Medicare benefit led physicians to say: "Itold you so." It was atthis time that some hospicesrealized that their real customer was the doctor and actively started to promote their programs to capture physician referrals. Unfortunately, this strategy proved to be "too little, too late."
Thus, as we enter the decade of the 90s, mostphysiciansstill view hospice cautiously with an overall lack of understanding and enthusiasm of its principles and goals. Compounding this, hospice has moved from an inpatient emphasis to predominantly home care, an area where most physicians are both inexperienced and uncomfortable.
Furthermore, few physicians appreciate this change and still perceive hospice as akin to nursing home care. In the physicians' mind, as well as in the minds of some patients, hospice care is only for those with less than six months to live and for those withcomplex psychological and social problems. For their part, hospices are frustrated because patient referrals are late and deprive the patient and family of the true benefits of the program. Therefore, given this short history lesson, how do we enhance physician involvement in hospice? Certainly the ostrich effect will not work in 1992 due to societal pressures on the medical community to manage more effectively the pain and symptoms of the dying. The ongoing controversy of Dr. Kevorkian's euthanasia and the popularity of the book Final Exit attest to this. Since most physicians do not understand hospice, a starting point is to redefine the concept in terms of the pathophysiology of the dying process. Chronic,incurable diseases inevitably evolve through three phases, namely stable, symptomatic and terminal. The stable phase generally lasts months to years, and as the name implies, is a quiescent time. As symptoms occur and become troublesome, the patient enters the symptomatic phase which usually lasts weeks to months. Finally, as the disease progresses, the terminal phase occurs and encompasses only days to weeks. Within this context, care given in the symptomatic and terminal stages is palliative in nature. The term palliation is more palatable to both physicians and patients since it does not imply giving up completely with no hope in sight as does the perception of hospice. Also, palliation care involves a wide range of chronic,incurable diseases which are symptomatic and terminal such as cancer, motor neuron disease, Alzheimer's disease, end stage pulmonary and cardiac diseases, AIDS, etc. For many, hospice denotes only dying cancer patients.
Because of this narrow perception of hospice by physicians, Mercy's Regional Cancer Center and Mercy's Continuing Care (home care) in Davenport, Iowa, have developed, in collaboration with the medical staff, a palliative care program. All patients with incurablechronicdiseases who are in the symptomatic and/or terminal stages are considered for enrollment in the Palliative Care Services (MercyCare). MercyCare is physician ordered and offers virtually the same array of services as does hospice. Patients eligible for hospice benefits, be it Medicare or other payers, and who opt for this program are then enrolled in this portion ofMercyCare. It is our experiencethat broadening the concept of hospice into palliative care provides a clearerunderstanding and participation by physicians in the management of the dyingU The American Journal of Hospice & Palliative Care November/December 1992
